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DEPARTMENT O f  l i t  A I  1H AND HUMAN SEWICES FORM APPROVED 
HEALTHCARE I FINANCING ADMINISTRATION OMB NO.0938-0193 

2 .  STATE:
11. TRANSMITTAL NUMBER: 

TRANSMITTAL AND NOTICE OF APPROVAL OF __ 0 -I-&-.-- 0 2 I n d i a n a  
STATE PLAN MATERIAL 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION SECURITY ACT (MEDICAID) 

TO. REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE 
HEALTH CARE FINANCING ADMINISTRATION 

DEPARTMENT OF HEALTH AND HUMAN SERVICES JANUARY 1, 2001 


5. TYPE OF PLAN MATERIAL (Check One): 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLANAMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment) _ _  
6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

a. FFY 200 1 $ N / A  
b. FFY 2002 $ !.I/A 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
,. r. . .  

.. . (33 A T T A C H M E N T  Applicable):
Supplement 7 t o  Attachment2.6-APage 1 Supplement 7 t oA t t a c h m e n t  2.6-A 

Page 1 

10. SUBJECT OF AMENDMENT: 

I n c r e a s ei ni n c o m es t a n d a r d sf o r  Aged, B l i n d ,D i s a b l e d  

11 .  GOVERNOR'S REVIEW (Check One): 

0GOVERNOR'S REPORTED NO COMMENTOFFICE 
[? COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

13. TYPED NAME 
Ka th leen  D. GIFFORD 

14.TITLE: 
A s s i s t a n tS e c r e t a r y  

c5. DATE SUBMITTED: 
MARCH 27, 2001 

0OTHER, AS SPECIFIED: 

16. RETURN TO: 

Ka th leen  D. G i f f o r d ,A s s i s t a n tS e c r e t a r y  
O f f i c e  o f  M e d i c a i d  P o l i c y  andPlann ing  
402 W. Washington 
INDIANAPOLIS i s ,  IN 46204 
ATTN: TracyBrunner ,S ta teP lan  COORDINATOR 

FOR REGIONAL OFFICE USE ONLY 

19. EFFECTIVE DATE OF APPROVED MATERIAL: 

- -~ I - -
~ 

(I!/#  J 1 _________ _ _ _  ___ 
21 TYPED NAME: 

C h e r y l  A .  H a r r i s  I T I T L E : A s k i a t eR e g i o n a lA d m i n i s t r a t o r  
. ! D i v i s i o n  of M e d i c a i d  a nd C h i l d r e n ' sH e a l t h  

:'3. REMARKS 

I 



Supersedes  

- .  

Revision: HCFA-PM-9 1-4 (BPD) Supplement 7 toAttachment 2.6-A 
AUGUST 1991 Page 1 

OMB NO. 9038-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State:Indiana 

INCOME LEVELS FOR 1902 ( f )  STATES -CATEGORICALLY NEEDY WHO ARE 
COVERED UNDER REQUIREMENTS MORE RESTRICTIVE THANSSI 

- -. 
$530 Unmarried applicant/recipient of any age; an applicant/Recipient not living with 

a spouse 

$796 Married couple, either or both of whom are applicants/recipients 

$266 Adependentchild 

$266 An essentialperson 

INCOME STANDARDS USEDIN PARENT TO CHILD DEEMING 
(biological, adoptive parents) 

$530 One parent of the child applicant/recipient 

$796 Two parents of the child applicant/recipient 

Parental deeming rules apply except in the case of any blind individual with respect to whom 
the Secretary of Health and Human Services has made an individualized determination under 
1614 (f)(2) of the Social Security Act that i t  would be inequitable to deem amounts of income 
orresources to h i d h e r  giventheindividual'scircumstances. In caseswhere the Secretary 
has made an individualizeddeterminationunder 1614(f)(2), deemingfromtheindividual's 
parents will be limited to thoseamountswhichtheSecretaryhasnotdetermined to be 
inequitable to be deemed under the individual's circumstances. (7-1-89) 
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